Abstract
Results
In 2014, the age-adjusted prevalence values of underweightness, at-risk for overweightness, overweightness, and obesity were 19.7%, 14.9%, 18.1% and 4.0%, respectively. A higher average annual rate of reduction of underweightness was found among wealthier, highly educated, and wealthier community-living women, while a rate of increase of overweightness was found among poorer, uneducated, and poor community-living women. PLOS 
Introduction
Many developing countries are currently facing the paradoxical coexistence of under-and overnutrition-known as the double burden of nutrition [1] -which could be attributed to their rapidly growing economy, ongoing demographic changes, and continued urbanization [2, 3] . This phenomenon may also be attributed to changing dietary patterns of the people, especially with respect to the increasing consumption of processed and ultra-processed food [4] . These nutritional conditions constitute a major public health concern, since both underand overnutrition are among the top 10 leading risk factors for the global burden of diseases [5] . The prevalence rates of underweightness and overweightness among reproductive-aged women are of particular interest because both of these conditions are not only detrimental to women's health but the health of their children. For example, a number of studies have documented that being underweight might reduce a woman's fertility while increasing her risks of adverse pregnancy outcomes such as low birth weight, small for gestational age size, preterm birth, and neonatal death [6, 7] . On the other hand, overweight and obese women bear higher risks for infertility and gestational complications such as hypertensive disorder, gestational diabetes, haemorrhage, and caesarean delivery as well as higher risk factors for foetal and infant death, neural tube defects, and newborn macrosomia [8, 9] . Maternal overweightness and obesity also have intergenerational effects: for example, the children of obese women are at an increased risk of being obese during childhood and in early adulthood and also have a higher risk of suffering from diabetes and cardiovascular diseases later in life [10] . Therefore, it is imperative to understand the extent and distribution of both types of malnutrition and their determinants, especially in low-income poor settings, so as to channel the public health resources appropriately. Nutrition transition refers to predictable shifts in dietary pattern due to rapid urbanization, modernization, economic development, and increased wealth [11, 12] , and Bangladesh is going through this nutritional transition [13] . Therefore, the prevalence of overweightness and obesity is rapidly increasing, while the prevalence of underweightness continues to persist in Bangladesh [14] . The most recent nationally representative health survey report of Bangladesh showed that the percentages of underweightness and overweightness among reproductiveaged women were 19% and 24%, respectively [15] . To date, the undernutrition aspect of malnutrition is the prioritized area in almost all policies of the government of Bangladesh, while the problem of overnutrition, the other form of malnutrition, does not receive as much attention. However, the prevalence of overweightness among women in Bangladesh has increased considerably over the last decade. Therefore, in order to control overnutrition, health and nutrition policies need to be revised. To formulate appropriate policies, it is crucial to identify the determinants that have substantial effects on malnutrition-both undernutrition and overnutrition-among reproductive-aged women.
Certain individual and socioeconomic factors have already been identified to be associated with a woman being under-oroverweight in several developing countries [16] [17] [18] [19] including Bangladesh [14, [20] [21] [22] . A recent meta-analytical review of Bangladesh observed an annual average rate of a reduction of underweightness occurred among women with a higher socioeconomic status, higher education, and urban living status, while a higher annual average rate of an increase of overweightness was found among women with a lower socioeconomic status, lower level of literacy, and rural living status [23] . The shift from low body mass index (BMI; ratio of weight in kilograms to the square of height in meters) to high BMI was positively associated with urban residence, age, higher socioeconomic status, and higher education. Besides various individual-level variables, the nature of the community where the women live might have a significant impact on their probability of being under-or overweight. For example, Corsi et al. [24] documented that community wealth exerts an important influence on being malnourished, and suggested that community wealth was positively associated with overnutrition and negatively with undernutrition. However, they drew their conclusions using older data from the 2004 Bangladesh Demographic and Health Survey (BDHS), when there was a lack of coexistence of underweightness and overweightness. Moreover, they limited their research to considering community wealth only and ignored some other community-level variables such as education or media access. An individual's education was found to have substantial effects on the nutritional status of women [24, 25 ], but how community-level illiteracy status affects the nutritional status of women was not examined in their study.
Over the last few decades, in changing various health behaviours in mass populations, media campaigns (e.g., radio, television, newspaper) have played an important role in both developing and developed countries [26, 27] . Mass media has a potential impact on the acquisition of proper maternal health care services in developing countries [28, 29] , which might play a vital role in women receiving proper nutritional knowledge as well. Although media serves as the most popular source of nutrition information for the public [30] , no explicit study was found that assessed the relationship between mass media access and nutritional status. It is expected that community-level illiteracy status and access to media might have substantial roles in women's nutritional status. In particular, women from more literate communities and those that have more media access are generally better aware of how to utilize available resources for the improvement of their own health status as well as that of their families. Therefore, besides education, socioeconomic status, and community-wealth status, we sought to identify how nutritional inequalities exist in conjunction with an individual's media access and community-illiteracy status. We also wanted to elucidate the change in nutritional status over last 10 years among women in Bangladesh. Therefore, using the most recent nationally representative data from Bangladesh, the specific objectives of this study were (1) to investigate the patterns of under-and overweightness among women aged 15 to 49 years from 2004 to 2014 and (2) to examine the changes in the weight status of women by individual sociodemographic and community-level variables.
Methods

Data source
Data for this study were based on the most recent nationally representative and cross-sectional round of the 2014 Bangladesh Demographic and Health Survey (BDHS).The BDHS is periodically conducted by the National Institute of Population Research and Training, Bangladesh in collaboration with the United States Agency for International Development and ICF International (Fairfax, VA, USA). A multistage cluster sampling design was used to collect data on fertility; mortality; family planning; and various important aspects of nutrition, health, and health care. The BDHS used standard model questionnaires that were designed for and widely used in developing countries [31] . Primary sampling units (PSUs) for the 2014 BDHS were based on enumeration areas from the national population and housing census conducted in 2011 by the Bangladesh Bureau of Statistics (BBS) and the covered entire country. About 600 PSUs (207 from urban areas and 393 from rural areas) from each of Bangladesh's administrative divisions were selected first, with probability proportional to the unit size. A systematic sample of 30 households on average was selected per unit in the second stage. Detailed information about the surveys and other related issues of the BDHS is available elsewhere [15] . All ever-married women aged 15 to 49 years in the selected households who were not pregnant and who did not give birth in the two months preceding the survey were eligible to be included in the final sample. Although there is no single definition of what constitutes an implausible value, using criteria indicated by a demographic and health survey methodological report [32] , we excluded extreme BMI values (� 12 kg/m 2 or � 60 kg/m 2 ) from the sample, leading to the assembly of a total sample of 16,478 women. Fig 1 details the procedure of study sample selection. We also used data from the 2004 BDHS in some part of the analysis. With the same eligibility criteria, the sample size for the 2004 BDHS was 10,431 women.
Outcomes
BMI was used to classify the nutritional status of the sample and was used as the outcome measure for this study. Following the World Health Organization conventions appropriate for Asian populations [33] , the BMI cutoff points adopted in this study were as follows: less than 18.5kg/m 2 (underweight), 18. and earlier evidence as suggested that lower cutoff points are appropriate for populations of the Indian subcontinent [34, 35] . Additionally, in accordance with earlier studies in India [19, 25, 36] and Bangladesh [14] , individuals with BMIs of between 23 and 24.9kg/m 2 are categorized as "at-risk for overweightness" because some data across the world [37] [38] [39] , particularly in Asia [33, 40] , have suggested that the risk of cardiovascular disease and all-cause mortality increases with BMI values of lower than 25kg/m 2 .
Exposures
Three measures of socioeconomic status were employed in this study: household wealth, education, and media access. Wealth was defined in terms of household assets and material possessions. Each woman was assigned a household wealth score based on a linear combination of the scores for different households' assets ownership, dwelling amenities, and living conditions, which were weighted according to a principal components analysis [41] . The resulting wealth score variable was standardized to have a mean value of zero and a standard deviation value of one [42] . The weighted scores were divided into quintiles and these quintile cutoffs were survey time-dependent. Women's educations were measured according to significant milestones in the formal Bangladeshi education system that were adopted as cutoff points: zero (none), one to five years (primary), six to 10 years (secondary) and 11 years or more (higher). An additive media access index was created that measured the frequency with which a woman was exposed to any of the following three media types: television, radio, and newspapers/magazines. The additive media access index was composed of values ranging from zero to six points, where zero points indicated no media access at all and six points indicating using the three media types at least once a week. Finally, women were divided into tertiles of media access, as follows: low, medium, and high. We created two measures of community-level variables: community wealth status and community illiteracy status. According to the 2014 BDHS, an individual's illiteracy is defined as the person's inability to read all or part of a sentence. Individual (illiteracy) and householdlevel (household wealth) variables were aggregated at the level of PSU to create the community-level illiteracy and community-level wealth variables. The generated community-level variables were divided into three tertiles and categorized as low, medium, or high.
Covariates
This study considers a range of individual demographic and socioeconomic covariates on the basis of existing literature and the availability of relevant data. Age was categorized into fiveyear groups ranging in total from 15 to 49 years. Since only ever-married women were The double burden of under-and overnutrition among Bangladeshi women PLOS ONE | https://doi.org/10.1371/journal.pone.0219968 July 25, 2019 interviewed in the BDHS, marital status was classified as either married, widowed, or separated. Respondents' religion was categorized as either Muslim or non-Muslim, since Bangladesh is predominantly a Muslim country [15] . Occupation of the respondent was defined as either non-manual work (e.g. professional/technical/managerial, sales, services), manual work (e.g. paid household or domestic, skilled and unskilled manual), agricultural work (agricultural-self-employed or employee), or homemaker (not participating in the labour force). Current contraception use was categorized as not using, oral contraception, or other (e.g., injections, condom, withdrawal, periodic abstinence). Decision-making power in household index was measured based on responses to individual questions regarding who makes decisions in the (respondent's) household regarding the following: (1) obtaining health care; (2) large household purchases; and (3) visits to family or relatives. The response options were: (a) respondent alone, (b) respondent and husband/partner, (c) respondent and other person, (d) husband/partner alone, (e) someone else, and (f) other. For each question, one point was assigned if the response was (a), (b), or (c), while zero points were assigned for an answer of (d), (e), or (f). The values were then added, resulting in a score ranging from zero to three points (Cronbach α = 0.78). Other covariates include whether children ever born, place of residence (rural or urban), and region (Barisal, Chittagong, Dhaka, Khulna, Rajshahi, Rangpur, Sylhet).
Statistical analysis
All statistical analyses of this study were done in Stata 13.1/MP (StataCorp LLC, College Station, TX, USA). Using the national weights allocated by the BDHS survey design, the weighted prevalence values of women who were underweight, at-risk for overweightness, overweight, and obese within each of the predictor variables were calculated. The age-standardized prevalence values of underweightness, at-risk for overweightness, overweightness, and obesity were additionally calculated using the 2011 national population and housing census. Standard errors were generated on the basis of the Taylor series linearization method. We used the chisquared test to compare the differences in prevalence between groups with different individual, sociodemographic, and community-level variables. To assess the rate of change of the outcomes variables (i.e., underweightness, at-risk for overweightness, overweightness, and obesity) in last 10 years, we calculated the average annual rate of change including the annual average rate of increase (AARI) and annual average rate of reduction To fulfil the objective of our study, we used the following two different sets of major analyses: multinomial logistic regression and quantile regression. The 2014 BDHS dataset was based on multistage stratified cluster sampling. The appropriate approach to analysing BMI data from this survey was, therefore, based on nested sources of variability such as individuals who were nested within community. To account for the hierarchical data structure of the BDHS, we used a two-level multinomial regression to predict the nutritional status of women using a generalized linear mixed model with a logit link-function [44] . Normal BMI (18.5-22.9 kg/m 2 ) was taken as the reference outcome category in the multinomial model.
Due to the arbitrariness of the cutoff points, multinomial outcome modelling can suffer from the loss of information. Therefore, to overcome such a problem, in a second set of analyses, we specified a quantile regression model, which used the continuous representation of BMI as the outcome variable [45, 46] .Moreover, this nonparametric quantile regression model technique is relatively robust to the influence of outliers because, in this technique, neither specific distributional assumptions nor homoscedasticity are assumed for the error term. Quantile regression could be used to identify more vulnerable groups and devise more effective interventions because it provides a more complete or better presentation of the effect of an independent variable on the outcome variable. For countries where both underweight and overweight data are critical, the conditional distribution of BMI is certainly of particular interest for improving the health of the general public. Quantile regression explores the marginal effects of the predictor variables on the entire distribution of the dependent variable (BMI in the current study). In this study, the 10 
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Results
The age-adjusted prevalences of different malnutrition categories are presented in Table 1 , according to the individual-and community-level characteristics. Overall, the age-adjusted prevalence values of underweightness, at-risk for overweightness, overweightness, and obesity were 19.7% [95% confidence interval (CI): 18.5%-20.8%], 14.9% (95% CI: 14.1%-15.7%), 18.1% (95% CI: 17.0%-19.2%), and 4.0% (95% CI: 3.5%-4.6%), respectively. The age-adjusted prevalence of underweightness among women with no education was more than three times that in women with higher education (28.3% vs. 8%). In contrast, the age-adjusted prevalence values of being at-risk for overweightness (12.2% vs. 18.4%), overweightness (10.1%% vs. 32.5%), and obesity (1.7% vs. 8.7%) were lower among women with no education versus their counterparts with higher education. The prevalence of underweightness was high among women of the bottom quintile for household wealth, in those with low media access, and in those who were living in a low-wealth, high-illiteracy community as compared with those in the top-household-wealth quintile with high media access and a high-wealth, low-illiterate community, respectively. On the other hand, the prevalences of being at-risk for overweightness, overweightness, and obesity were higher among women of latter group. However, the age-adjusted prevalence of underweightness among rural residents was nearly double that in urban residents at 13.5% versus 22.1%. In contrast, the age-adjusted prevalence values of being at-risk for overweightness, overweightness, and obesity were much lower among rural versus urban women. The geographic patterns of unadjusted prevalences of underweightness, at-risk for overweightness, overweightness, and obesity are presented in Fig 2. The prevalence of underweightness was higher among women in the Sylhet division, while being at-risk for overweightness and actually overweight were higher in the Khulna division. However, a higher prevalence of obesity among women was observed in Chittagong (Fig 2) . AARI and AARR values between the 2004 and 2014 BDHS are presented in Table 2 . Between 2004 and 2014, as compared with women with no education (4.9%), there was a higher change in the annual rate of undernutrition among women with higher education (6.0%). Also, in comparison with higher-educated women, women with no education had higher AARI values for at-risk for overweightness (2.8% vs. 7.7%), overweightness (3.0% vs. 11.7%), and obesity (5.8% vs. 20.3%). According to household wealth index, the top quintile experienced a higher rate of decrease in underweightness (8.7% vs. 3.7%) than did the bottom quintile, while the women from the bottom quintile experienced a higher rate of increase in being at-risk for overweightness (10.1% vs. 2.2%), overweightness, (14.7% vs. 5.7%), and obesity (15.4% vs. 9.6%) than did the top-quintile women. However, changes in the four weight categories among women between 2004 and 2014 also showed similar patterns regarding individual education and household wealth when they were categorized according to community wealth and community illiteracy status. Table 3 presents the adjusted odds ratios (AORs) and the 95% CIs for the risk of being underweight, at-risk for overweight, overweight, and obese for the exposure variable as well as https://doi.org/10.1371/journal.pone.0219968.g002
The double burden of under-and overnutrition among Bangladeshi women quintile, respectively. However, the effect of household wealth increased for individuals across all quantiles. The effect of the top-quintile household's (versus the bottom quintile) wealth on BMI was monotonically positive, with magnitudes that become increasingly stronger upon moving from the lowest 10 th quantile to the highest 90 th quantile. A similar increment pattern was also observed among women with high media access versus in their counterparts with low media access. The significant positive effects of the household decision-making index on BMI of the women were observed in all quantiles. Women who participated in all three items of household decision- Note: UOR, unadjusted odds ratio; AOR, adjusted odds ratio; CI, Confidence interval. The double burden of under-and overnutrition among Bangladeshi women Children ever born, n 0 The double burden of under-and overnutrition among Bangladeshi women
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Discussion
Drawing on a nationally representative dataset, this study comprehensively examined the prevalence of and individual socioeconomic and community-level factors associated with the double burden of malnutrition in Bangladesh. We found that, in 2014, the age-adjusted prevalence values of underweightness, at-risk for underweightness, overweightness, and obesity among women were19.7%, 14.9%, 18.1%, and 4.0%, respectively, which means that more than half of Bangladeshi women face a potential nutritional problem. An earlier study in Bangladesh using 2011 BDHS data and similar BMI cut-offs showed that the prevalence of underweight, at risk for underweight, overweight and obese among women was 24.1%, 12.8%, 13.5% and 2.9.0%, respectively [14] , indicating that prevalence of underweight among women is decreasing while overweight and obese are increasing steadily. The prevalence of underweightness, and overweightness or obesity found in this study were higher than China and Myanmar [47, 48] . These data also suggest the coexistence of underweight and overweight in Bangladesh and that the prevalence of overweight (at-risk for overweight, overweight and obese) surpasses the prevalence of underweight. This double burden of malnutrition is shared roughly by 1:2 ratios of undernutrition and overnutrition problems. This co-existence of the under-and overnutrition among Bangladeshi women is likely to reflect the differential distribution of resources at the individual level that means some women do not have enough resources to get their daily caloric requirements whereas others, by their enough purchasing capacity, cannot only meet but also exceed their caloric requirements. The findings of this study suggest that higher AARR of underweight is likely to occur among women who are highly educated, live in wealthy household and wealthier communities. On the contrary, AARI of at-risk for overweightness, overweightness and obese are greater among women with no education, poor households and living in poor communities. Higher increase in the rate of at-risk for overweightness, overweightness and obese among poor and/or uneducated women in Bangladesh suggests disparities in the burden of overweight. The annual average change in the prevalence of at-risk for overweightness, overweightness and obesity was found higher among women in the poor communities. This may be due to the readily available amenities such as television, vehicle access, sedentary life styles and restaurants that have increased in poor communities which might be responsible for reducing physical activities and unhealthy eating. Initially, the emergence of overweightness and obesity were associated with higher socio-economic group of the populations in developing countries [49] . However, recent trends document a shift in the prevalence of overweightness and obesity from higher to lower socioeconomic groups [49] . For example, increasing rate of overweightness among lower compared to higher socioeconomic groups have been documented in Brazil [50] and in urban areas of sub-Saharan Africa [51] . Multi-country studies [52, 53] , examined the overweight prevalence growth rates over time and found that overweight has increased more for the lowest wealth or education groups than the highest groups in as substantial portion of the sample countries. Underlying cause of this phenomenon of experiencing higher growth rate of overweightness prevalence among lowest wealth or education groups might be explained by lower wealth or education groups are experiencing the same environmental changes, such as accessibility of energy-dense foods, labour-saving devices and sedentary occupation, that high wealth or education groups experienced earlier [53] . On the other hand, higher wealth or education groups might have increased medical knowledge and are concern about the overweight/obesity and/or stigma around larger body sizes, which may lead them to respond to the changing conditions [53, 54] , and resulted in slower growth rate of overweight prevalence among these populations.
The present analysis found significant nutritional inequalities among individual-level (household wealth, education and media access) and community-level wealth status of the women. Household wealth inequality is observed in this study for the risk of being underweight as well as each of the overnutrition categories (i.e., at-risk for overweightness, overweightness, and obesity). Consistent with earlier studies [14, 16, 20, 23, 24, 55] , the present investigation found that women in the low-household-wealth quintile were more likely to be underweight, while those in the top-household-wealth quintile experience the greatest risk for being at-risk for overweightness, overweightness, and obesity. Therefore, the findings of this study suggest that, in Bangladesh, the double burden of underweightness and overweightness are not concentrated in the same population groups but rather overnutrition is a disease that primarily afflicts the affluent but is increasing rapidly among the poor.
This study found a clear distribution of malnutrition by individual education and household wealth among ever-married Bangladeshi women aged 15 to 49 years. Women with no education were more likely to be underweight, whereas women with higher education were more likely to be at-risk for overweightness, overweight, and obese. This finding is consistent with those of other studies from around the world [16, 19, 21, 23, 24, 56] . This indicates that, though women with higher education might have greater knowledge of how to overcome undernutrition, due to their higher income and greater independence, they may live a life with less physical activities and higher access to energy-dense foods, which are considered to be the cause of overweightness and obesity [57] .
Our study additionally found that, although access to media was not significantly associated with undernutrition, it was positively and significantly associated with being at-risk for overweightness, overweightness, and obesity. This finding corroborates with results from both developing and developed countries, where television-watching was shown to be associated with being overweight and obese [58, 59] . Possible explanations include that television commercials may promote unhealthy eating habits and that watching television promotes physical inactivity.
Community-level variables (community wealth and community illiteracy status) presented mixed results in this study. While community illiteracy status was not significantly associated with women's malnutrition, community wealth had a significant impact on women being underweight, at-risk for overweightness, overweight, and obese. Similar to in an earlier study in Bangladesh [24] , we found that high wealth communities were less likely to have underweight women. On the contrary, community wealth was associated with overweight categories in a graded manner. High wealth communities were more likely to include women who were at-risk for overweightness, overweight, and obese after adjusting for other covariates. This finding indicates that, in Bangladesh, the burden of overweightness primarily exists in affluent areas. The wealthiest communities were located in urban areas throughout the country, suggesting that overnutrition may be occurring more rapidly in economically developed areas where energy-dense foods and motorized transportation may be more accessible [60] . Overweightness among the wealthiest communities may also be explained by their access to surplus/excess food and a lower level of engagement in manual labour-intensive work [61] . In addition, in some parts of the country, a larger female body size might be considered as a symbol of maternity, nurturance, and affluence; therefore, women in such an area might prefer a larger body size [62, 63] . On the other hand, researchers also documented that gender discrimination in intra household food allocation among women is common in some poor societies, which might pose a greater risk of malnutrition to women [64] .
Our study has several strengths and limitations that should be mentioned. The main strength is that it used data from national representative samples covering both rural and urban areas in Bangladesh. For both surveys, eligible women response rates were extremely high (98% in 2014 and 98.6% in 2004). Additionally, anthropometric measurements (height and weight) were collected by trained interviewers according to the internationally recommended standard protocol [65] , which made it possible to compute accurate BMI values for individuals. However, due to the cross-sectional nature of the data, which did not permit us to incorporate the temporal dimension into the analysis, this study only shows the socioeconomic and community-level inequalities of the double burden of malnutrition among women in Bangladesh in 2014. Different subsets of the population may be affected by the nutrition transition in different ways, even though the study findings are related to nationally representative ever-married women aged 15 to 49 years and did not include older women and women younger than15 years; therefore, extrapolation of these findings to the general female population should be done with caution. However, the association between individual socioeconomic community-level variables and nutritional status among women and men showed similar patterns in earlier studies in Bangladesh and India [24, 36, 66] , which strengthen the relevance of this study's findings. However, this factor may limit the ability of this study to estimate the true burden of chronic diseases associated with undernutrition and overnutrition. In predicting obesity-related metabolic risk at the population level, other measures of body fat (e.g. waist circumference, body fat mass percentage) have little advantage over BMI [67] and, therefore, the use of BMI was appropriate in this study. Moreover, in areas where a substantial proportion of the population remains undernourished, BMI is the most commonly available measure for studying weight status. Finally, lower BMI values (<18.5 kg/m 2 ) were used to define undernutriton, but, due to a lack of available data in the BDHSs, we were unable to examine other forms of undernutrition, such as micronutrient deficiency, and were also unable to adjust for food intake patterns that might have contributed to residual confounding of the study.
Based on the findings of this study, policy implication relating to the following points for dealing with the double burden of malnutrition could be suggested. Interventions should be taken to targeted communities to raise the overall level of socioeconomic status of the populations through education and better employment opportunities that would help them to increase purchasing power, and, in turn, enable them to afford enough food to fulfil their needs. However, it is documented that the risk of being overweight increases among the wealthiest households and communities, so a broad public educational campaign that promotes behavioural changes specifically in the spheres of physical activity and dietary patterns is needed. Since higher education is not always associated with better nutritional status, as suggested in this study, there is perhaps a need for better nutritional education in the academic curricula, which will not only promote behaviour changes but also help to form a healthier body image in the community. To educate people about healthy eating choices, a wide-ranging specific mass media campaign along with local level support is necessary. While evidence supports that mass-media health campaigns can have a significant impact on awareness, attitudes, knowledge, and intention to change [27, 57] , evidence that they can stimulate behavioural change is less convincing [68] . The messages through mass-media campaigns along with locallevel services such as community counselling, local exercise schemes, or an individual's social network are expected to be more widely heard and acted upon by people with higher household wealth and educational attainment who are at an increased risk of being overweight and obese. Additionally, public policies, such as nutritional labelling, controlling advertisements (especially those shown to children), and implementing taxes on sweetened beverages could be helpful to reduce malnutrition. Finally, appropriate policies are required that address the double burden of under-and overnutrition in Bangladesh, and the delivery of proper, integrated, cost-effective public health interventions to targeted communities/people is necessary to address such burdens. In such a context, with limited resources and by identifying shared drivers of under-and overnutrition, policymakers may provoke 'double-duty action' in existing nutrition policies that may help to handle this growing double burden of malnutrition more effectively [69] .
